INTRODUCTION
Pseudoaneurysm, also known as false aneurysm, is a hematoma resulting from a defect in the vascular wall that freely communicates with the parent vessel. The most common causes of massive lower gastrointestinal (GI) bleeding are diverticular disease, angiodysplasia, and colitis, whereas pseudoaneurysmal lower GI bleeding is not common. We report a rare case of traumatic superior rectal artery pseudoaneurysm presenting with recurrent lower GI and pelvic extraperitoneal bleeding resulting from a penetrating perineal injury.
CASE REPORT
A 43-year-old male patient who was a chronic alcoholic, presented in a drunken state with a penetrating perineal wound, caused by a wooden stick and resulting in massive lower GI bleeding. Computed tomography (CT) at a local hospital on the day of trauma showed an abnormal enhancing saccular lesion at the anterior wall of the rectum, 6 cm proximal from the anal verge and extending upward to the level of the bladder neck.
The lesion was thought to be supplied by the superior rectal artery from the inferior mesenteric artery and was suggestive of a pseudoaneurysm (Fig. 1A) . The pseudoaneurysm was saccular in shape and surrounded by a small hematoma in the posterior perivesicular space. The patient was managed at a local hospital, where he underwent an emergent laparoscopic Hartmann procedure consisting of diversion sigmoid end colostomy with a sutured rectal stump left behind without resection of the pseudoaneurysm.
The patient had secondary lower GI bleeding after surgery on the same day. The perineal wound and rectum were packed Traumatic pseudoaneurysm of the superior rectal artery is a rare cause of massive lower gastrointestinal bleeding. We reported a case of a 43-year-old male patient with pseudoaneurysm following a penetrating perineal wound. The patient had repeat massive lower gastrointestinal and pelvic extraperitoneal bleeding and was diagnosed as traumatic pseudoaneurysm of the superior rectal artery. To our knowledge, there are three case reports of traumatic pseudoaneurysm of the superior rectal artery treated by embolization. However, spontaneous regression occurred in the study subject after surgical hematoma removal, without any further pseudoaneurysm resection. A. Axial contrast enhanced CT scan on the day of trauma at a local hospital shows the pseudoaneurysm (arrow) as a saccular enhancing lesion located at the anterior wall of the rectum, measuring 1.5 cm. B. Follow-up CT scans on day 2 of trauma (next day after first surgery) show contrast leakage (long white arrow) from the pseudoaneurysm (not resected) surrounded by a hematoma in the posterior perivesical space. Drainage catheter tip (black arrow) is located in the rectovesical pouch and residual rectum stump (short white arrow) is collapsed. C. Volume rendered three-dimensional reformatted CT on day 2 of trauma shows a saccular pseudoaneurysm (long white arrow) resulting bleed upward (short white arrow). Foley catheter (F) is inserted into urinary bladder and a drainage catheter (D) is located in intraperitoneal and pelvic cavity. D. Follow-up coronal CT scans on day 4 of trauma (next day after second surgery) show a residual pseudoaneurysm (white arrow) as a small focal enhancing lesion in the anterior wall of the rectum, measuring 0.3 × 0.6 cm. E. Conventional angiography performed on day 17 of trauma shows no residual pseudoaneurysm on bilateral internal iliac and inferior mesenteric arteriograms. (Fig. 1D ).
Index terms
On day 14 of trauma, the patient' s blood pressure had dropped to 100/50 mm Hg and hemoglobin level was decreased to 7.9 g/ dL. Internal bleeding from ruptured pseudoaneurysm was suspected; this was the third bleeding episode. A percutaneous drainage catheter was temporarily inserted into the abdominal cavity. On day 17 of trauma, the patient became hemodynamically stabilized. CT showed a pelvic extraperitoneal hematoma, probably representing bleeding from the residual pseudoaneurysm, but active contrast leakage was not evident (not shown).
On day 19 of trauma, angiography was performed to treat the residual pseudoaneurysm. A conventional angiography via the right common femoral artery displayed no pseudoaneurysm of the superior rectal artery or extravasation from either bilateral internal iliac arteries or inferior mesenteric artery (Fig. 1E) . Early diagnosis of pseudoaneurysm is important because attempts at post-rupture surgical repair lead to a high mortality rate of 50% (2) . Ultrasonography, CT, and magnetic resonance imaging enable detection of visceral vascular lesions, but conventional angiography is important for further diagnosis and treatment. Endovascular treatment is often the first-line therapy.
Endovascular intervention or open surgical repair is necessary for all pseudoaneurysms (1).
To our knowledge, there are 3 case reports in the literature re-
